In this paper, Dr. Brown lays down some practical rules derived from eighteen years' attention to this branch of practice. He observes, that although the division of tendons, fascia;, &c.?the contraction of which keeps the foot in its abnormal position?is a requisite preliminary, it constitutes but a small
portion of the cure. The subsequent treatment is difficult aud tedious, requiring, upon au average, two or three months' daily attention and manipulation. Tins treatment must be attended to by the surgeon personally; aud the author has always had cause for regret when he has trusted it to another, finding that all his experience and daily attention are none too much for the cure of a bad foot. It is a great error to content oneself with dividing the tendons, and then handing the patient over to the care of his friends and the machinist, it being very doubtful whether a cure was ever so eiFected. Many of the cases that have come under Dr. Brown's care had been already operated upon by other surgeons, and so left.
When a patient is old enough, and has used his foot much, Dr. Brown first advises rest. He then divides all the tendons and fasciae that keep the foot in its false position, employing for the purpose a very small tenotome, its cutting portion being less than half an inch in length, while its shank, or 1|
inch long, is very small and round. When the cutting edge is too long, the slight sawing movement during the section of the tendons may cause unnecessary division of the skin, leaving the external orifice too large, and notched.
Only a drop or two of blood issues from the punctures, which are always healed next day. Court-plaster or small cotton compresses are applied to the punctures, a bandage is passed around the_ foot and ankle, and the apparatus is then applied?the author preferring its immediate application, owing to the support it affords, but taking care not to strap it too tightly. The patient is seen again in the course of the day and next day, and on the third day the 40-xx. "IT [Oct. apparatus is removed; and the foot, having been washed either in water or bay-rum (which keeps the skin healthy), is replaced. Great care is to be taken that the apparatus cause no irritation of the skin; and if excoriation does arise, the bay-rum should be used, and an apparatus having a different bearing employed.
The first object Dr. Brown has in view is to bring the foot out on a line with the leg, and turn in the ankle. This done, and the foot remaining in its new Eosition without artificial aid, he next attempts to bring it up towards the leg, ringing down the heel?i.e., to give flexion and extension to the ankle-joint, which is all-important in effecting a cure, no one being able to walk well without this. This is a point that has not been sufficiently attended to. We all make an acute angle between the foot and leg every step we take, particularly in going up-hill or up-stairs. If the foot be brought only to a right angle, in place of an acute one, it will, although seemingly cured, inevitably turn in in walking, and will revert to its original mal-position. In order to save time, the author formerly endeavoured to fulfil all these indications simultaneously; but finding that the combined efforts counteracted each other, he has for some time past first sought to turn the foot out in a line with the leg, the ankle turning in at the same time. The apparatus for this purpose is almost straight, extending from above the knee, on the outside of the leg, to the extremity of the foot, bearing on the malleolus as a fulcrum, and having a branch at right angles for keeping the heel steady. The foot is strapped to the part of the apparatus which runs parallel to it, and this is moved hy a socket turned by a key, so that it may be graduated at will. following, it assumes a secondary position; 5. The reduction-process must have for object, first, to restore the dislocated bone to its primary position, and thence to effect its return; 6. The classification of the dislocations of every joint must be based upon the essential anatomico-mechanical points; and the symptomatic classification adopted by Malgaigne is as unscientific as it is impracticable ; 7. The most common dislocation of the head of the femur is downwards, when it passes beneath the tendon of the obturator internus;
8. This dislocation is produced by violent flexion of the hip-joint, during slight rotation of the thigh inwards; 9. The dislocation downwards becomes in general converted during extension (with rotation inwards) into dislocation backwards, luxatio ischiaclica; 10. By abduction it may be converted into a luxatio obturatoria ; 11. For the reduction of all these cases in which the hole in the capsule exists below, strong flexion appears to be necessary, in order to bring the head of the bone into its primary position, opposite the rupture of the capsule; 12. The dislocation on to the foramen ovale appears to be a mere variation of the dislocation downwards; 13. In the luxatio obturatoria the head of the bone is placed beneath and behind the obturator externus; 
